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New York State established a Nutrition Surveil-
lance Program (NSP) in 1984. Precedents for the
program included the Pediatric Nutrition Surveil-
lance System of the Public Health Service’s Centers
for Disease Control and Prevention and periodic
food and nutrition surveys conducted by the Na-
tional Center for Health Statistics and the Human
Nutrition Information Service, Department of Ag-
riculture.

The first phase of NSP was connected to a new
program, the Supplemental Nutrition Assistance

Program (SNAP), which established support for
more than 1,000 emergency food programs across
the State. SNAP also expanded the home delivered
meal program for the frail elderly and the Special
Supplemental Food Program for Women, Infants,
and Children. NSP provided information on the
extent of unmet nutrition needs that was used to
establish funding requests and provided data de-
scribing the characteristics of SNAP participants
that were used in developing new SNAP program
components.

The second phase of NSP began in 1988. It
identified populations that were thought to be at
nutrition risk and compiled information about the
extent of unmet need, the characteristics of the
population, and the status of current nutrition
programs to meet the needs. As a result of this
review, NSP added a nutrition component to the
Dental Survey of School Children; conducted a
dietary survey; developed an inventory of informa-
tion sources in all State agencies; and established
an annual work plan using department of health
objectives.

The third phase of NSP is the policy and
planning phase, monitoring the Year 2000 Objec-
tives and the Five-Year Plan of the New York State
Food and Nutrition Policy Council.

NUTRITlON SURVEILLANCE is defined as the regu-
lar and timely collection, analysis, and reporting of
data on nutrition risk factors, nutrition status, and
nutrition-related disease in the population.

The activity is undertaken to provide information
useful in supporting, improving, and guiding deci-
sions regarding the need for nutrition interventions
and the extent and distribution of nutrition-related
problems in the population (/, 2).

The concept is derived from disease surveillance
and is a means of watching over nutrition and
making decisions that lead to improvements in the
nutrition-related problems of populations at risk.

The State of New York, in a publication on its
Nutrition Surveillance Program (NSP), defines nu-
trition surveillance as the periodic and ongoing
collection, analysis, and reporting of information
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on nutrition status, nutrition risk factors, and
nutrition-related diseases in order to assist in mak-
ing policy and program decisions that affect the
nutrition status of the population in New York
State (3). We describe the development of NSP as a
component of a comprehensive State nutrition
service delivery program.

Four different kinds of nutrition surveillance
systems have been described (4) and may be appli-
cable to States in various degrees. The types are

e timely warning and intervention that prevents
short-term critical reductions in food consumption;
e problem identification that assesses or monitors,
or both, indicators related to nutrition status as a
basis for directing funds toward particular nutrition
problems;



e policy and program planning that enhances nutri-
tion effects of development policies as expressed
through programs or assesses policies and pro-
grams; and

e management and evaluation that rationalizes and
maximizes the effectiveness of health and nutrition
programs.

The first accompanying box, page 231, summa-
rizes milestones in the development of nutrition
surveillance nationally, internationally, and in New
York State from before 1969. In New York, NSP
was initiated in the period 1984-87. The initial
stage was characterized as reacting to sudden de-
mands created by the newly established Supplemen-
tal Nutrition Assistance Program (SNAP). Three
nutritionally vulnerable populations were identified
for SNAP. These were (a) low-income women,
infants, and children served by the Special Supple-
mental Food Program for Women, Infants, and
Children (WIC); (b) the frail elderly, served
through congregate and home-delivered meals; and
(c) the homeless and destitute, served by emergency
food programs. Those groups, their risk indicators,
and the users of the information are shown in the
second accompanying box, page 232.

The State department of health nutrition surveil-
lance functions, decisions, and users of that infor-
mation are shown in the third accompanying box,
page 235. The arrangement provided an immediate
framework for policy and program decisions
needed to respond to the urgent demand to deliver
nutrition assistance to those in need through
SNAP. Those initial policy and program decisions
were designated as items in the budget legislation.
The decisions were made on the basis of past
experience, available data, information from the
literature, and the department’s time constraints
and available resources.

The fourth accompanying box, page 236, shows
the coordinates of a nutrition surveillance matrix.
This type of information can be used to describe
nutrition status, nutrition risk factors, and
nutrition-related diseases of the general population.
Characteristics of populations at risk for nutrition
problems are indicated by such coordinates as age,
ethnic group, access to food programs, income
level, and geography.

The sources of existing data include Federal,
State, and local data systems, and discrete studies.
Among those are SNAP (elderly diet assessments,
statewide survey of emergency food providers, and
emergency food users studies); discharge data from
Statewide Planning and Research Cooperative Sys-

‘The growing number and severity of
public health nutrition problems will
render current systems inadequate to
meeting information needs unless we
continue to develop more
sophisticated surveillance systems.’

Milestones in the Development of
Nutrition Surveillance

Before 1969

National:
National Food Consumption Survey, USDA, from
1940s (19-21)

1969-81

National:

White House Conference on Food, Nutrition, and
Health

Health and Nutrition Examination Survey, PHS
19, 22

Pediatric Nutrition Surveillance System, CDC
19-21)

Objectives for the Nation, DHHS (23-25)

International:

World Food Conferences, FAO

Nutrition Surveillance Report, Joint FAO-
UNICEF-WHO Committee (/)

1982 and later

National:

President’s Task Force on Food Assistance (26)
‘““‘Surgeon General’s PReport on Nutrition and
Health’’ (27)

“Diet and Health,”” National Research Council
28

International:
‘“Nutritional Surveillance,”” WHO (29)

New York State:

““Nutrition Watch,”’ Department of Health (30)

Supplemental Nutrition Assistance Program
(SNAP)

Nu‘trition Surveillance Program

PHS = Public Health Service, DHHS = Department of
Health and Human Services, USDA = Department of Agricul-
ture, CDC = Centers for Disease Control and Prevention, FAO
= Food and Agriculture Organization, UNICEF = United
Nations Children’s Fund, WHO = World Health Organization.
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Indicators for Populations at Nutrition

Risk and the Users of the Information,

New York State Nutrition Surveillance
Program

Low-income women, infants, and children

Indicators:

Program coverage rates based on an income
less than 185 percent of the poverty level

Low birth weight rate

Infant mortality rate

Users:
Agency executives, central
gional staff, and advocates

office staff, re-

Frail elderly

Indicators:
Frailty rate, based on:
Rate of elderly minority group members
Rate of those with income less than 100
percent of the poverty level
Rate of those older than 85 years
Rate of those older than 75 years and living
alone
Rate of
diagnoses
Program coverage rates
Program followup, length of program use

discharge with nutrition-related

Users:
State program staff, county-area agencies for
the aging (AAA), program directors

Homeless and destitute persons

Indicators:

Emergency food program enumeration to se-
lect sites for random samples of monthly
monitoring

Annual program census

Program followup of food quality

Users:
Local providers,
staff members

advocates, State program

tem (SPARCS), a New York State Department of
Health hospital discharge data set; WIC participant
records; Nutrition and Dental Health Survey;
county level poverty estimates developed by the
Council for Children and Families; Healthy Heart
Program Community and Statewide Telephone Sur-
vey; New York State Dietary Survey; Community
Childhood Hunger Identification Project; Nutrition
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Surveys of School Age Children; Hispanic Health
and Nutrition Examination Survey; Behavioral Risk
Factor Surveillance System; vital statistics; and the
National Health and Nutrition Examination Sur-
vey.

NSP reviewed the information available to de-
scribe the current status of nutrition problems in
the populations designated in the budget legislation
and the current status of intervention programs. In
subsequent years, information on the progress of
the intervention and the nutrition problems was
required annually for budget preparation, expendi-
ture plan approval, and program implementation.

Surveillance of At-Risk Populations

In estimating nutrition needs in nutritionally
vulnerable populations of women and children,
three indicators were used: low birth weight rates,
incomes less than 185 percent of the poverty level,
and infant mortality rates. Program coverage rates
were used to describe the status of the intervention
provided under the WIC Program. Funds were
directed primarily to those programs in upstate
counties that had low coverage (fig. 1) and to
low-coverage communities in New York City (fig.
2), using postal zip codes.

The projections of the numbers of persons eligi-
ble for primary prevention nutrition benefits were
used in monitoring progress, in establishing priori-
ties for the coming year, and in allocating funds.
When counties and community districts remained
on the high priority list, staff members of the
Bureau of Nutrition established initiatives designed
to deliver program benefits to eligible and high-
need populations more effectively.

The need for home delivered meals for the frail
elderly, those older than 60 years, was identified
using as nutrition indicators the proportion of
those with incomes below poverty level, members
of minority groups, and those living alone. About
10 percent of those in need of home delivered
meals were receiving them in the existing system.
To identify counties with the greatest needs, a
frailty index was computed that ranked counties by
the percent of the population consisting of persons
60 years and older at risk for nutrition problems.

First, NSP computed an age-specific frailty rate
for the elderly using those older than 60 years as
the denominator for the following characteristics:
member of a minority group, income below pov-
erty level, older then 85 years, and older than 75
years and living alone. Next, the number of
nutrition-related hospital discharges during the pre-



Figure 1. Projection of numbers of persons eligible for, but not served by, WIC Program services in New York counties,
New York State Nutrition Surveillance Program, September 1989
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vious year in a county per 1,000 people older than
60 years (the county discharge rate), and the
number of hospital discharges during the previous
year in the State per 1,000 people older than 60
years (the State average discharge rate) were com-
puted for each county, using SPARCS.

At discharge, a patient could be assigned up to
five different disease codes under the International
Classification of Diseases, Clinical Modification
(5), and 117 possible nutrition-related codes were
selected. The discharge diagnoses included fracture
of lower limb, chronic heart disease, glaucoma,
and protein or calorie malnutrition. The disease
discharge ratio was computed for each county by
dividing the county discharge rate by the State
average discharge rate. Those two rates, together
with the age-specific frailty rate and the disease
discharge ratio, were multiplied to provide a frailty
index to rank the counties (fig. 3) (6).

In the 1985 request for proposals for the frail
elderly portion of SNAP, the scoring system for
proposals included additional points to area agen-
cies for services to the aging, known as AAA,
based on their county’s rank in the frailty index.
Since counties with the greatest needs often had the
least resources to devote to proposal submission,
the scoring system gave them an advantage in the

‘Although other States may face some
of the same decisions as New York,
and even use some of the same data
elements, their systems will be unique
in ways that reflect who, where, and
when decisions are made.’

competition for funds based on need. Technical
assistance to those counties resulted in more of
them being funded in the second year than in the
first. Some low ranked counties achieved funding,
which demonstrated that the ranking system did
not exclude low ranked counties from the funding
competition.

When SNAP for the frail elderly was established
in a county, program staff members completed a
nutrition assessment for each enrollee. The assess-
ments included indicators that were used to identify
elderly people at risk for nutrition problems and in
need of nutrition services (7). The indicators were
used to create synthetic estimates of need for
services, using data from the 1985 National Health
Interview Survey, conducted by the National Cen-
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Figure 2. Estimated number.of persons eligible for, but not served by !, WIC Program services in New York City, by zip
code, New York State Nutrition Surveillance Program, 1989
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Figure 3. Disease adjusted age specific frailty rate (DAASF) for
the elderly
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Note: County discharge rate = number of elderly discharged with a
nutrition-related diagnosis per 1,000 of the population 60 years and
older in the county.

State average discharge rate = number of elderly discharged with a
nutrition related diagnosis per 1,000 of the population 60 years and
older in the State.

ter for Health Statistics, and the elderly supplement
in that survey (8). This estimate was applied to the
counties for an age- and income-adjusted estimate
of need in order to compare the coverage rates of
counties. Those counties with a low rate were
identified for technical assistance and reallocation
of unspent funds at the end of the fiscal year.
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When SNAP was established, there were esti-
mates of about 50,000 homeless persons in New
York City, but no estimates for areas outside the
city, and no estimates of the number of destitute
persons, those without adequate resources to eat.
Since there was no method for estimating need, an
estimate of service was developed by means of a
statewide survey in 1985 that enumerated the emer-
gency food sites and determined estimates of ser-
vice at each site (9). A random sample of sites
representing the six health regions in the State was
selected from the survey to become part of a
monitoring system with monthly reports. The sys-
tem operated for 2 years and identified the end-of-
the-month rise in the use of emergency food that
has been reported (10).

The system was discontinued ultimately because
the geopolitical unit used for planning and decision
making by agencies is the county, and more useful
information could be reported through a biennial
statewide survey (/I). The burden of monthly
reporting was more than a volunteer network could
sustain. The biennial survey now includes program



operation questions that provide information essen-
tial to developing program initiatives.

In summary, the first phase in the development
of NSP in New York State was characterized by
answering questions about estimates of need and
program coverage for allocation of funds to estab-
lish programs for the three at-risk populations
(second accompanying box, page 232). The phase
included providing information describing the frail
elderly participants in the first year who were
short-term, intermediate-term, and long-term users
of the program, as well as an evaluation of food
quality at soup kitchens. The evaluation showed
that SNAP-funded programs had higher food qual-
ity than those not funded by SNAP (12, 13).

Development, 1988-89

By 1987, SNAP’s needs for nutrition information
for program resource allocation had been accom-
modated, allowing NSP to develop further its
surveillance plan to meet the department’s needs
for information on nutrition-vulnerable popula-
tions. An inventory of nutrition data in programs
for women and children identified missing, needed
information and led to the establishment of two
collaborative projects. The first was the addition of
a nutrition component to the periodic random
survey of dental health status in schools, grades
two and five, conducted by the State bureau of
dental health. The nutrition component consisted
of measurements of height, weight, and triceps skin
fold; a dietary interview; and a household report.

The results documented a higher prevalence of
overweight in both grades than was expected and a
higher prevalence of underweight in the fifth grade
than was expected. As a result of the project,
nutrition programs to identify, prevent, and treat
nutrition problems, including abnormal weight sta-
tus, are being developed with the school health
clinics. The survey was successfully conducted in
New York City schools and was used with migrant
children in three summer school locations. The
second collaborative project added questions about
WIC participation to a statewide pregnancy out-
come survey of women who had delivered during a
designated week.

The Healthy Heart Program, a community inter-
vention to reduce cardiovascular risk, initiated in
1988, and the Cancer Prevention Plan, developed
in the 1986-87 period, identified the need for
State-level dietary intake information to assess the
current intake of fat, cholesterol, and other nutri-
ents among adults. Although age- and sex-adjusted

Nutrition Surveillance Functions,

Decisions, and Information Users,

1984-89, New York State Department of
Health, Nutrition Survelllance Program

Functions

Ongoing, periodic estimation of unmet needs
Identification of nutrition-related problems
Characteristics of program participants
Analysis of program design and operation

Decisions

Funding based:

Total program budget request

Partitioning funds to selected populations
Allocating funds to selected locations
Selecting appropriate type of delivery system

Program based:
Mix of nutrition services

Information users

Central personnel:

Department representative to the State budget
control unit and the legislature

Department executive personnel in policy, plan-
ning, and evaluation

Resource allocation decision makers for internal
and external distribution

Bureau and program directors

Regional personnel:

Directors of program and overall management

Information personnel to local health departments,
legislatures, and service providers

Public and local level personnel:
Advocates, local service providers, county govern-
ment officials, and legislature members and staff

national prevalence estimates may be applied with
confidence to make a State estimate, application to
a smaller unit, such as a region, county, or civil
jurisdiction, only reflects age-sex differences from
site to site. Variations owing to population density,
poverty, ethnicity, or availability of food are not
captured in such extrapolations.

To assist in describing the nutrition component
of chronic diseases, NSP developed a dietary sur-
veillance system to provide information statewide
and for population subgroups. The first New York
dietary survey was conducted in 1989 and provided
base line estimates of usual dietary intake of
nutrients for the purpose of comparing them with
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Nutrition Surveillance Coordinates:

Indicators of Nutrition Condition and

Population Characteristics, New York
State Nutrition Surveillance Program

Indicators

Nutrition status:

Growth: height and weight, weight gain, birth
weight, and infant mortality

Blood and serum

Foods and nutrients:
Consumption, purchase, and supply

Food practices:
Food insufficiency, breast feeding, food excess
habits, and other

Nutrition-related disease conditions:
Cardiovascular diseases, cancers, diabetes, and
others

Nutrition knowledge and attitudes:
Knowledge scores, and attitude scores

Nutrition indicators:
Socio-economic status, education, disability, and
hospitalization

Nutrition environment:
Retail markets, such as grocery and restaurant;
weight loss program; nutrition counseling

Population characteristics

Age, race or ethnicity, sex, and income level:
Infants, preschoolers, school aged, adolescents,
adults, elderly persons, pregnant women, parents
and care givers

Cultural groups:

Haitian and French Creole, Puerto Rican and
Dominican, South and Central Asian, Chinese
and Korean, Native American, and Migrants

Access (food program users):
WIC, food stamps, school lunch, congregate
meals, and emergency food

Geography:
State level, county, and zip code or census tract

WIC = Special Supplemental Food Program for Women,
Infants, and Children.
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data from national surveys to form the base line
for ongoing monitoring (I/4). The dietary surveil-
lance system was later expanded to include dietary
modules from the Behavioral Risk Factor Surveil-
lance System, of the Centers for Disease Control
and Prevention.

Policy and Planning, from 1989

In 1987, the New York State Food and Nutrition
Policy Council completed a Five-Year Food and
Nutrition Plan to coordinate and promote food
and nutrition programs in the State (I5). The
Advisory Committee requested that NSP provide
information regarding the nutrition condition of
residents and the status of the Five-Year Plan’s
recommendations. Since a number of the recom-
mendations were beyond the Department of
Health’s responsibilities, NSP will identify missing
information and explore the use of data from
existing data bases in other agencies, as well as
develop new systems for obtaining data for surveil-
lance.

In 1988, the State health department drafted a
set of population health outcome goals and objec-
tives called the Health Assurance Model (unpub-
lished, New York State Department of Health,
Division of Policy and Planning, Albany, NY,
1988). NSP used those goals and objectives in
planning activities for 1989-90, identifying the
nutrition information that was needed to measure
the outcome of the nutrition goals and objectives.
Priority goals and objectives were identified by
department decision makers during budget discus-
sions, the expenditure planning approval process,
and program implementation. The priority goals
and objectives, the dates of the decision points,
and the resources available provided direction for
staff members to devise data collection mechanisms
for the system. The data collection mechanisms
became the 1989-90 work plan and the long term
plan of NSP. The initiation, development, and
policy and planning phases are described in the
fifth accompanying box, page 237. NSP currently
uses the Year 2000 Objectives (/6) to guide the
direction of the program.

Lessons Learned

The need for information for decision making
drives the nutrition surveillance system in New
York State, but identifying priorities and making
program and policy decisions has been difficult for
decision makers on all levels. Funding decisions



were clearly determined by budgetary legislation
and demands to allocate resources. Articulation of
other program-related decisions evolved gradually
with the involvement of NSP. Listing questions
that needed to be answered, rather than decisions,
proved helpful in the policy formulation process.

The questions and the issues that they involved
may be subsumed into four areas: policy and
planning, program conceptualization and design,
program monitoring and program utility related to
outcomes, and the ability to provide timely warning
to permit intervention. These NSP surveillance
questions are shown in the sixth accompanying
box, page 238, and are compatible with the kind of
nutrition surveillance proposed by Habicht (4).

NSP staff members quickly began the process of
program conceptualization and design; identified
questions, particularly those related to directing
services to at-risk populations; and defined prob-
lems. These areas continue to comprise much of
NSP’s work.

Procedures for emergency food surveillance were
developed during the first three statewide surveys
and provided information to program managers
useful for selecting priority locations and popula-
tions each year. The elderly population had a
service delivery system in place, to which nutrition
surveillance was added. Through this system, NSP
staff members analyzed assessments of the frail
elderly who were enrolled in the home-delivered
meal program of SNAP during a 2-year period and
developed the prevalence estimates of need for
services.

Extensive work was carried out to identify under-
served populations of low-income women, infants,
and children. Counties outside of New York City
and community districts in New York City were
analyzed for program coverage. Those areas with
coverage less than 40 percent were identified for
intensive technical assistance and additional funds.
Program monitoring of service delivery was carried
out, but not with regard to outcomes. Measuring
outcome proved to be a challenge that was not
easily solved under pressures to expend funds.

Systems to answer policy and planning questions
currently are being designed for use with the Food
and Nutrition Policy Council and the Year 2000
Objectives. The recommended actions of the Five-
Year Plan are carried out by seven primary agen-
cies. The impact or outcome intended by these
actions direct the design and modification of NSP.
The design of NSP is further directed by providing
base line information and monitoring progress
toward meeting Year 2000 Objectives in New York

‘The challenge in nutrition
surveillance is to preserve simplicity in
the design of the system, to keep the
use of the system and the system user
at the forefront of the work, and to
be responsive to users’ needs for
information.’

Phases of New York State Nutrition
Surveillance Program

Initiation, 1984-87

Supplemental Nutrition Assistance Program
(SNAP) implementation with:
Low-income women, infants, and children
Program coverage for selecting populations
and prioritizing services
Frail elderly persons
Designating vulnerable groups
Frailty Index to rank counties
Homeless and destitute persons
Enumeration of emergency food sites
Monthly monitoring system of food provided
Evaluation of food quality

Development, 1988-89

Growth measures added to periodic dental survey
of school children

Program participation questions added to statewide
pregnancy outcome survey

Dietary intake survey of adults for base line
measures used in cardiovascular and cancer pre-
vention program planning

Nutrition assessment of State population used by
New York State Food and Nutrition Policy
Council in Five-Year Plan documentation

Nutrition information identified to document nutri-
tion objective outcomes in the Health Assurance
Model

Policy and planning, 1989 and later

Developing State’s Year 2000 Objectives

Planning process using New York State’s Health
Assurance Model

Surveillance for New York State Food and Nutri-
tion Policy Council
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Policy and planning

Is there a significant nutrition problem that is not
being addressed by a nutrition services or interven-
tion program?

What is the extent and distribution of the nutrition
problem?

What is the extent and distribution of the population
at risk?

Are there certain population groups with worse nutri-
tion than others?

What are their characteristics?

How are groups with particular problems defined?

Is the overall nutrition situation deteriorating or
improving? Is this the same for all groups? Can
the trends be explained?

Which indicators of nutrition risk are useful for
surveillance of the at-risk population?

Program conceptualization and design

What is the extent and distribution of the nutrition
problem?

What is the extent and distribution of the at-risk
population?

Is the program designed to meet intended goals? Is
there a coherent rationale underlying it?

Have chances of successful delivery of the program
been maximized?

Are there geographic areas of population groups that
are currently unserved or underserved by nutrition
services?

How much funding should be requested in order to
meet the need?

How should funds be allocated across the State and
within at-risk populations?

Policy Guidance Questions, New York State Nutrition Surveillance Program

What indicators of nutrition risk are useful for
surveillance of the at-risk population?

Program monitoring and utility related to outcomes

Is the program reaching the specified population or
area?

How well is the program identifying at-risk groups
and directing coverage?

Are the intervention efforts being conducted as speci-
fied in the program design?

Are those persons in need of services being served?

Are the services being provided the most appropriate
services for achieving the intended outcomes?

What other nutrition and food-related services are
program participants receiving to meet their needs?

Are the needs of those being served changing?

Is the program effectively achieving its intended goals
for nutrition outcome?

Can the results and outcomes of the program be
explained by some alternative process outside the
program?

Is the program being delivered as planned to the
intended group and how well are those in need be-
ing served?

Is the gross change (outcome) adequate among those
being served? Is the program effective in achiev-
ing outcomes?

Timely warning and intervention

Are there indications of specific short-term nutrition
problems?
Are there indications of future nutrition problems?

State and among high-risk population subgroups.
The Department of Health’s goals and objectives,
included in the long-term portion of the NSP work
plan, also provide direction for the policy and
planning systems of NSP. For example, a problem
identification system was established for school-
aged children, as described.

The statewide dietary survey is establishing a
baseline and methodology for identifying dietary
problems in the State. The annual census of the
emergency food sites includes questions that iden-
tify program problems for the use of staff members
in planning. Movement in the direction of a food
system analysis will provide a different level of
problem identification.

The need became apparent for NSP to become
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involved in national surveillance systems and to
coordinate its activities with those under the Na-
tional Nutrition Monitoring Act, passed by the
102th Congress in 1991, which established for the
first time a Comprehensive National Nutrition
Monitoring System. For instance, unlike most
States, NSP did not implement the Pediatric Nutri-
tion Surveillance System or the Pregnancy Nutri-
tion Surveillance System at first, because of the
way NSP evolved. However, these programs are
now becoming cornerstones of program manage-
ment and policy formulation, as well as in monitor-
ing progress toward the Year 2000 Objectives and
the goals of the Nutrition Policy Council. Some
early activities of NSP have been described else-
where (9, 10, 17).



The following guidance was developed from a
staff review of NSP’s experience during the past 5
years

e When the agency has an agreed upon set of out-
come goals and objectives, or there are national
goals and objectives, the plan for surveillance is
clearer. Although the nutrition program’s staff
members may write a set of goals and objectives, if
they are not in keeping with the agency’s goals and
objectives, the agency will not provide the neces-
sary support. After the department’s Health Assur-
ance Model and the Year 2000 Objectives were dis-
tributed to the agency, NSP’s work plan became
straightforward.

¢ Evaluation of the surveillance system in relation
to its goals and objectives, which are drawn from
the decisions that are to be made, is needed to de-
termine which aspects of the system to continue,
discontinue, and develop (18). The extent to which
information is used is critical when deciding
whether or not to continue data collection and re-
porting. Serious consideration should be given to
discontinuing aspects, after checking with likely us-
ers and investigating why they do not use the infor-
mation.

o If a State or local-level data collection procedure
provides information needed for decisions, and it is
part of a larger national or regional system, the
procedure is more useful than it would be without
that connection. The larger system provides refer-
ence data groups for the State data set. One exam-
ple is the Behavioral Risk Factor Surveillance Sys-
tem, which provides basic information on perceived
weight, diet behavior, and exercise behavior. Those
data are useful for problem identification. They
provide national references for comparing New
York State statistics with those from other data
systems.

e If there is a need for information, examine
other programs in the health department to see if
the data elements could be added to an existing
program or system. NSP might be able to take ad-
vantage of the established system’s relationships
and reputation to obtain the data needed. This was
the case with the Nutrition and Dental Health Sur-
vey.

® There are multiple uses for data sets, such as
WIC Program data, which are used for need esti-
mates, priority setting, and allocation of funds.

‘New data may be needed, but there
are many sources of data within
health departments and available from
their contractors that can provide
nutrition indicators.’

The ability to link data sets increases the informa-
tion that a single data set provides, such as linking
vital statistics records to WIC Program records.
Many data sets are widely available and can
provide data useful in decision making. They
include the decennial census and supplements to the
National Health Interview Survey.

Relevance. Publication of the Year 2000 objectives
intensified attention and concern regarding the ca-
pacity of Federal, State, and local health agencies
to report the nutrition condition of their various
population subgroups. The National Nutrition
Monitoring Act promises to have an impact on the
development of State level nutrition surveillance.
The systems at the State and local level that are
currently in place provide very basic information.

The growing number and severity of public
health nutrition problems will render current sys-
tems inadequate to meeting information needs un-
less we continue to develop more sophisticated
surveillance systems. This is a time of public
budget constraint, yet surveillance- and data-based
decisions are more necessary than ever before.

Each State and large municipality that decides to
establish nutrition surveillance will need to identify
the decisions that require nutrition information.
Priorities must be determined to understand the
need for information about the extent and distribu-
tion of problems, the effectiveness of interventions,
and predictions about nutrition-related health prob-
lems, with and without intervention. Decision mak-
ers are seeking information on these issues now
from the current nutrition surveillance systems.

Although other States may face some of the
same decisions as New York, and even use some of
the same data elements, their systems will be
unique in ways that reflect who, where, and when
decisions are made. New data may be needed, but
there are many sources of data within health
departments and available from their contractors
that can provide nutrition indicators. Sometimes
the decision makers will find that the surrogates are
adequate and, at other times, only a temporary
indicator, until a system to obtain more specific
data becomes operational.
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The challenge in nutrition surveillance is to
preserve simplicity in the design of the system, to
keep the use of the system and the system user at
the forefront of the work, and to be responsive to
users’ needs for information.
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